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ment; some patients who might not like hospitals and would take their own discharge should not be admitted. The effect of the emotions on treatment was important and the opinion of relatives as to the place of care should be considered.
With regard to treatment, bed pans were considered obsolete and the patient should rapidly proceed from bed to bedside chair, should be dressed after one week, downstairs the second week and mobile the third week, and general activities should be encouraged.
Dr Chamberlain referred to Dr Mather's study as one of the most important of recent years, but believed this was not the complete answer as many points had yet to be proved. In particular, a study was necessary which would take account of differences in home and hospital care during the first few hours after the onset of major symptoms.
Good care in the first 48 hours was considered to be of txtreme importance, and sedation with reduction of catecholamine release was required. Diagnosis and relief of pain were essential, and other treatment required was suggested as follows: supraventricular tachycardiapractolol; irregularitylignocaine; analgesiadiamorphine; atrial fibrillationdigoxin; dyspneafrusemide and morphine; bradycardiaatropine, Diamorphine should be given intravenously for prompt relief of pain and to reduce the danger of the attack. If the patient was going to be moved, an anti-emetic (cyclizine) was useful.
It was agreed that there were.different standards of care in coronary care units and the general practitioner with his knowledge of the local scene could be selective. Rehabilitation was useful to allay anxiety but there was no advantage in special exercise programmes. Meeting 16 April 1975 The General Practitioner and the Specialist Dr D G Wilson (Watford) compared the role of the general practitioner and that of the consultant. During his time both as student and houseman, there was a certain degree of envy and respect which the young entrant to medicine developed in relation to his teachers and this was carried over into everyday work. When patients were referred between a general practitioner and a consultant, because of this underlying relationship there was collusion between the doctors concerned for the benefit of the patient; equally there must be full cooperation between them. Because of his position in the hospital and the team which was there to support him, the specialist was often thought to have 'all the time in the world' to sort things out for the patient. This was not always borne out in practice. Very often the general practitioner had knowledge of what the specialist was doing at the hospital, whereas the specialist, because of his isolation, had no real knowledge of the work which the general practitioner was doing out in the community.
CHARLES HODES
Dr G S C Sowry (Edgware General Hospital) outlined the problems as he saw them in relation to a consultant at hospital, who was a consultant and not necessarily a specialist. The teacher role which he played was for the education of the general practitioner, the consultant himself and his colleagues. In hospitals certain specialist clinics were available to which the general practitioner could refer for help and guidance as to patient management. In this particular type of specialist clinic, expertise was accumulated by the consultant through the experience of meeting large numbers of one particular type of problem. Ancillary services were readily available, the treatment prescribed was cheaper (through bulk buying) and patient follow up could be better maintained. In relation to the use of Reference Consultant Clinics he emphasized the need of all doctors (including general practitioners and consultants) for support and help in determining the correct diagnosis and treatment. He stressed the need for the general practitioner in his reference letter to 'brief' the consultant as to what was required of him, e.g. diagnosis and return to the general practitioner for treatment, or diagnosis and subsequent management by the consultant. Facilities for investigation of patients were usually more available to consultants than to general practitioners, although there was now 'open access' for many investigations by general practitioners. It was extremely important for both the consultant and the general practitioner to remember that once the patient had been referred back to his general practitioner, the care of that patient was the responsibility of his general practitioner.
Domiciliary consultation: Dr Sowry felt that the general practitioner should be present, if possible, at all domiciliary consultations. This was important for the patient since he derived greater confidence from the fact that the two doctors concerned could meet and discuss his problems on a mutual basis. The fact that the consultation took place in the patient's home was potentially of great benefit to the patient. It was unfortunate that the general practitioner derived no fee from this type of consultation whereas the consultant did.
Admission to hospital: Obviously, the patient who needed urgent admission for severe or complicated conditions requiring sophisticated diagnosis and treatment should present no real problem of admission to the general practitioner. When patients were admitted for social reasons it was important that the general practitioner made this quite clear in any referral letter to his consultant colleague. The consultant had a special duty in relation both to the general practitioner and to the patient when a patient was admitted as an emergency off the street, from work, or from a 999 ambulance call, since often the general practitioner had no knowledge that the patient had been admitted to hospital. The lack of incentive, or even the negative incentive, for general practitioners to treat patients at home led in time to rationalization of the need for their admission to hospital. Dr Sowry gave every encouragement to the general practitioner to visit his patients whilst in hospital. Dr Robin Steel (Worcester) spoke as a general practitioner though he said he had seen both sides of the coin, as he had also worked as a consultant in hospital. He quoted reasons for referral between general practice and the hospital consultant. It might be: 'Please do investigate this patient -I can't.' Or: 'Help -I'm stuck!' Or even: 'Get this patient out of my hair -I can't see what to do next.' The patient might demand a referral to the hospital because he felt the doctor had no time or was unable to cope with his problem. Obviously, the general practitioner's attitude to his work would colour the number of hospital referrals which he made, as would, also, the actual demands on his time according to the size of his practice list. Possibly interchange of information in group practice might reduce the number of hospital referrals.
In any hospital referral letter the general practitioner must be quite frank about the reasons for the referral to his hospital consultant colleague. Dr Steel raised the question as to how confidential the contents of the letter should be, since, obviously, the patient must know fully the reasons why the referral was being made. He wondered whether British doctors might take heed of the system in Holland where a consultant was paid in relation to the number of referral letters which he had from his general practitioner colleagues.
Professor Hugh Dudley (St Mary's Hospital Medical School) stated that in the first five years he was practising as a consultant he went through a phase where he felt he knew all the answers to the needs of the general practitioner and then, for ten years, he realized that he knew nothing about communication at all. He had started to learn and begun to reorientate his ideas. Following this, for a further two years, he had been so confused he wondered where we were going! He stressed the fact that communication was the essence of good clinical practice. With improved methods of communication general practitioners would know what their consultant colleagues were doing and hospital consultants would learn exactly how the general practitioner worked once he was out in his practice. He made a plea for more education in relation to communications, particularly at the student level.
DISCUSSION
It became quite obvious that there was still a gap between general practice and the doctors who continued to practise in hospital. Dr Stuart Carne (London) said that departments of general practice had the task of introducing students to general practice. He then raised the issue of whether or not consultants should spend a certain amount of time in general practice during the postgraduate part of their education, so that they might understand what was happening to the patient outside hospital.
A number of speakers raised the issue that there was still a 'them' and 'us' camp and that this particular type of relationship could best be broken down by meeting socially in academic centres, at clinical meetings and domiciliary consultations. I
